to the muzzle area and a 3 % salicylic and benzoic acid ointment. When seen again on December 31, 1942, the line across the forehead had descended to 1 in. below the anterior hair margin and had become irregular with a loop descending nearly to the left eyebrow at its inner end. A new loop had appeared around each angle of the nose. The area X-rayed was less obvious than it had been and the eruption was less irritable all over but much the same otherwise. Ammoniated mercury ointment was then prescribed and another 100 r of X-rays given to each side of the muzzle. Since then I have not seen her until to-day. I have thought of syphilis, psoriasis, tinea, and erythema annulare centrifugum as possible diagnoses, but none seems really to fit the case.
Dr. F. WV. JACOBSON: I wonder whether the patient has ever taken phenolphthalain? Dr. RoXBURGH: I have not asked her, but it is not like any eruption from phenolphthalein that I have ever seen.
Dr. BARBER: I should have thought that this was an erythema annulare centrifugum of the Darier type.
Dr. WV. FREUDENTHAL: The case reminds me of) Dr. Brain's case of ? granuloma annulare shown at the meeting of May 18,-1939 . (Proceedintgs, 32, 1403 Dr. ROXBURGH: I have referred to the " Corpus Iconum Morborum Cutaneorum" but I cannot find an illustration reallv like this case.
Dr. PARKES WEBER: The fact (according to Dr. Roxburgh's clear account and the patient's own evidence) that the lines did shift their I)ositions suggests after all the possibility of an erythema centrifugum of Darier's type, although the case appears unique. I Dr. F. SHERRY-DOTTRIDGE: I think the case is very similar to Dr. Brai.n's which began under the chin and spread out on to the chest. I remember seeing that case a few months ago and, although the narrow margin had extended, the eruption was fading.
Lieut.-Col. D. M. PILLSBURY (U.S.A.M.C.): I agree with Dr. Barber that this condition falls into the so-called " fixed erythema " group, although I have 'never seen the exact counterpart of the condition presented by this p)atient. I recall some years ago reviewing this subject in the " Jadassohn Handbuch " and the "Nouvelle Pratique " and being rather overwhelmed by the large number of terms which have been applied to variants of this co.ndition. By way of treatment, I would suggest a trial of light applications of solid carbon dioxide or carbon dioxide " slush ". This would be rather tedious, but could be tested in a small area first. The slight local reaction produced has had a beneficial effect in similar cases in my experience. I have had no experience of protein shock therapy in these cases. THE PRESIDENT: Dr. Barber advised a trial of sulphanilamide. His suggestion is that these cases are streptococcal in origin. Lenses and vitreous bodies clear. The discs and vessels are within normal limits, as aiso the foveae and their immediate surroundings, although the macular areas are invaded by streaks. There is no pallor of the macular areas. The peripapillary regions are markedly affected. An irregular series of incomplete smoke-coloured rings with interspaces in parts paler, in parts darker, than the general eye grounds, form the hubs of a series of well-defined smoky-brown angioid streaks which radiate in all directions. Wider than the retinal vessels near the disc, they appear to taper to a finish about 4 D.D. out. The larger clefts are often flanked by pale borders, bounded in turn by a more smoky zone of eye ground. There are occasional pale spots throughout the fundi, and a fine powdered appearance most marked in mid-peripheral semicircles to the outer aspects of the macule. There are no haemorrhages. Some of the streaks in the finely mottled mid-periphery are of capillary fineness and appear to end in the dark dots. (Coloured drawings of fundi were shown.) Skin: Skin changes are only found in two symmetrical areas on the lower abdomen, at a distance of two inches to the right and left of the umbilicus. These two areas, four and three inches respectively in diameter, contain a great number of small cutaneous nodules or short streaks. The lesions can be seen or felt only with difficulty, but by stretching the skin they become more distinct and a whitish-yellow colour becomes Section of Dermatology Mrs. H., aged 22. At the age of 15 vears, discoloured patches noticed on chest, arms and legs. During the past two vears, lesions have spread to involve the greater part of the face. Healthy woman, menarche at age eleven, normal'. No abnormality on general examination. On the legs there are numer ous reddish-brown lesions becoming somewhat irritable and more red when warm. On the thighs, the macules are redder, and show some telangiectatic vessels on compression. On the arms, there are numerous telangiectatic lesions. On the chest, there are a few brown lesions and a number of pale brown macLiles on the back. Over the face is a network of pinkish-brown macules.
The wvide distribution over the face and the telangiectatic character of the lesions recall the type described by Barber and Parkes Weber. Mr. G. L., aged 36. Had been under treatment for acute articuLlar rheumatism with fever; this had subsided when he came under observation. Skin lesions had been present for five months, and the rheumatism had occurred a month after the onset of the rash. He showed some 25 areas, mainly on the trunk with a few on the proximal parts of the thighs and the upper arms. They varied from 3/8 in. across to older ones 11/4 in.
across. The smaller lesions were bluish in colour, a little raised from the surface and becoming more prominent and red when rubbed. They were occasionally irritable and showed some exaggeration of the follicular orifices, suggesting some ocdema of the upper part of the cutis. The larger areas had a yellowish tinge or were white in colour, recalling
